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both in the ilium and the left greater trochanter (Figure
5).

This case has been reported because of the pneumonic
manifestations associated with extensive osseous lesions char-
acteristic of eosinophilic granuloma.
426 Seventeenth Street.
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Dissecting Aneurysm
MORRILL L. ILSLEY, M.D., Claremont

DISSECTING aneurysm of the aorta rivals syphilis in the
number and variety of disease entities which it may

simulate, and with which it may be confused. It occurs more
frequently in men than in women, and usually in patients
with preexisting hypertension. Erdheim's medial necrosis is
the primary lesion in some cases, and dissection results by
virtue of hematoma formations within the wall of the aorta.
Primary rupture of the intima and subsequent dissection of
the media also occur in the absence of preexisting medial
necrosis.
The diagnosis is made by the location of the pain, which

is often excruciating. It frequently resembles distress in the
chest produced by coronary thrombosis, but does not radiate
to the arm. It does tend to radiate to the back, between the
scapulae, and sometimes to the neck and head, lower back
and legs. It may be throbbing in character and intermittent.
The physical findings are variable. The blood pressure does
not drop, unless the patient develops the signs and symptoms
of shock. The sudden development of a diastolic murmur of
aortic insufficiency accompanied by the increased pulse pres-
sure may appear. Roentgenography and fluoroscopy of the
chest are most helpful, showing a widening of the aorta,
especially in the oblique view. The electrocardiogram does
not change materially. The Wassermann reaction, when posi-
tive, serves more often than not to confuse the diagnosis. The
prognosis is somewhat better than in the case of coronary
thrombosis if outcome is not immediately fatal. The treatment
consists of rest in bed during the acute stage with repeated
doses of morphine.

CASE REPORT
The patient, a woman aged 71 years, on October 15, 1934,

ate half a watermelon and a whole chicken at one meal. She
awoke the next morning in a clammy sweat with severe
sharp pain in the upper left thoracic region posteriorly. Heart
sounds were regular but distant. The blood pressure was
112 mm. systolic and 76 mm. diastolic; three days later it
was 202 mm. systolic and 112 mm. diastolic. Urinalysis
showed 2 plus albumin with hyaline and granular casts. The

Wassermann reaction was positive. On October 23 erythro-
cytes numbered 4,080,000, with hemoglobin 57 per cent, and
leukocytes numbered 8,950. The non-protein nitrogen on
October 17 was 43.8 mg. per 100 cc., and on October 21 was
65.3 mg. per 100 cc. The blood sugar on October 17 was
160.0 mg. per 100 cc. and on October 21 was 85.4 mg. per
100 cc. Later determinations of the blood sugar were per-
sistently high. On November 20, a roentgenogram showed a
large aneurysm of the ascending aorta and of the arch of
the aorta present with enlargement of the heart (Figure 1).
An electrocardiogram showed inverted TI (Figure 2). The
non-protein nitrogen remained elevated. Much pus appeared
in the urine on February 12 with accompanying rise of
temperature, pain and tenderness in the right side of the
abdomen. Vomiting was severe. A mass was felt by bimanual
examination in the right lower quadrant of the abdomen.'~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ ..... ....... '_
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A hemorrhagic ovarian cyst was the diagnosis. The leukocyte
count was elevated to 16,900 with 89 per cent polymorpho-
nuclear cells, of which 55 per cent were early forms. Vomiting
persisted. Edema appeared. The patient became more and
more stuporous and finally died March 8, 1935. Through the
course of the illness, there was some precordial distress but
none as severe as at the time of the onset.
Anatomical diagnosis*: healing dissecting aneurysm of

aorta; medial necrosis idiopathica cystica of Erdheim; high
grade atherosclerosis of aorta and major branches; benign
nephrosclerosis; generalized arteriolarsclerosis (hyperten-
sion),; marked hypertrophy and dilatation of heart; oblitera-
tive fibrous pericarditis; generalized passive congestion;
anasarca moderate; high grade cerebral sclerosis; softening
in left parietal cortex and in right lobe of cerebellum; chronic
*By Dr. Alvin Foord, Pasadena.
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periappendiceal abscess well walled-off; purpuric hemor-
rhages in skin; atrophy of thyroid; obesity chiefly girdle
type in distribution; diverticulum of sigmoid; steatosis of
pancreas; small area of necrosis in pancreas (vascular in
origin) ; chronic cystitis and pyelonephritis; cyst of right
ovary; fatty infiltration of liver.
The heart was markedly enlarged and measured in the

fixed specimen 12 cm. across and 13 cm. in length. The apex
was formed exclusively by the left ventricle. There was con-
siderable dilatation of all the chambers. The valves were free
from change. Congenital defects were absent. The pulmonary
and aortic orifices were markedly dilated. There was no
evidence of fibrosis in any part of the organ, nor was any
fresh necrosis seen. The left ventricle muscle was profoundly
hypertrophied and measured from 15 mm. at the apex to
25 mm. at the base. The right ventricle muscle was only 3 to
4 mm. There was a large amount of fat in the epicardium,
which extended somewhat into the muscle. The coronary
vessels were very large, the left main coronary showing a
lumen fully 6 mm. in diameter, and the major trunks were
hypertrophied, consistent with the size of the heart. There
were a few calcified plaques and a diffuse stiffening but no
evidence of any encroachment upon the lumen, and no
thrombosis was present.
Of particular interest was the aorta. The ascending por-

tion and the arch showed much dilatation, and a baseball
easily could have been put in the pocket just above the aortic
valve. The intima, however, was glistening and smooth, and
there were none of the ordinary signs of lues in this portion.
The aortic leaflets were free from involvement and were soft
and pliable. Just at the arch and to the right was a sacculated
portion with an orifice about 4x4 cm., forming a mass about
the size of half an egg, which was filled with organized blood
clot. A smaller, similar dissecting pocket was noted on the
posterior wall about the level of the origin of the innominate
artery, forming a sac about 2xl cm. The edges of both of
these pockets were rolled and perfectly smooth and glistening
and almost of the consistency of cartilage. Just above the
left leaflet of the aortic valve was a third pocket showing dis-
section with pocket formation within the wall of the aorta,
measuring about 2x2 cm. From this extended a crevice where
the intima had obviously been separated and the defect filled
in with a pink or white scar tissue, extending upward for
a distance of about 8 cm., and from this similar evidence of
old tears extended into the two pockets just described. The
intima above these was smooth and glistening, and there
was practically no plaque formation. There were numerous
atheromatous and hyaline plaques at the arch and particu-
larly at a point just below the arch, where an egg-shaped
saccular aneurysm about 2 cm. deep was found. This meas-
ured about 5 cm. in diameter, the wall was thin, and the
surface was covered by organized thrombus. Calcium plaque
formation was found in this portion. Evidence of old lacera-
tion of the intima extended transversely and practically
around the aorta at this level. Below this the aorta was dif-
fusely dilated, tortuous, showing some longitudinal wrinkling,
but primarily large yellow and hyaline plaques with small
areas of calcification. Below the diaphragm there was pro-
found tortuosity and not much dilatation. The major branches
showed also profound tortuosity, marked plaque formation,
and some calcification. The circumference at the extreme arch
was about 9 cm. and at the diaphragm 7 cm.

COMMENT

Taylor and Morehead discussed the rupture of the aorta
which occurs without the formation of a dissecting aneurysm.
This occurs more frequently than is usually realized. Ash sug-
gests that the study of the circulatory changes in the right
arm with the observation of superior mediastinal obstruction
and absence of pulse in the right carotid and right subclavian

arteries leads to the correct diagnosis and localization of the
lesion. Wainwright comments on the present-day tendency
to diagnose as coronary thrombosis all conditions even
remotely simulating it. Such a condition might well be a
dissecting aneurysm. He reports an instance of coronary dis-
section resulting in occlusion of the vessel with a diagnosis
of dissecting aneurysm before death. Ritvo and Votta com-
mented on the value, in establishing the diagnosis, of roent-
gen studies showing increase in the width of the shadow
of the aorta, cardiac hypertrophy, pericardial effusion and
fluid in the pleural space. Leonard stated that the dictum
was that "dissecting aneurysms caused by trauma are rare"
but he presents a case of a patient who had one following
an automobile accident. He said that the diagnosis of dis-
secting aneurysm must be differentiated between coronary
thrombosis, perforated peptic ulcer, and acute pleurisy.
Blain, Glynn and Hiratzka state that dissecting aneurysm of
the abdominal aorta may, by involving one or both renal
arteries, produce a urologic syndrome simulating acute
nephrolithiasis or other urinary disorder. Sacks showed elec-
trocardiogram changes seriatim, showing the possibility
of great diagnostic value in the T-wave changes. Giles re-
ported the case of a patient with a dissecting aneurysm of
the femoral artery of undetermined cause, but with unusual
symptoms, in which a cure was effected by ligation and a
Matas aneurysmorrhaphy. Kinney, Sylvester, and Levine
present a report of a case of coarctation of an aorta with a
dissecting aneurysm in a 23-year-old pregnant white woman
which was diagnosed before death. Henley and Gariepy report
a case of dissecting aneurysm of the thoracic aorta diagnosed
during life and proved at autopsy.

SUMMARY
Dissecting aneurysm of the aorta simulates and is often

confused with many other disease entities.
There is no single diagnostic guidepost which is conclusive,

and there may be broad variations in combinations of signs.
The case of a patient in whom the disease was diagnosed

ante mortem is reported, together with a detailed anatomical
diagnosis by the pathologist.
111 Indian Hill Boulevard.
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